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There are tools available to diagnose early developmental delay in children, however, there had 
been no literature that supports the use of any tool by South African Podiatrists. Also no 
literature on how Podiatrist feel about using such a tool, particularly the Gallop tool 
There is no literature to support the existence of an effective standardised assessment tool in 
South Africa that aids the podiatrist in the early diagnosis of developmental delay in the 
paediatric patient. Podiatrists in South Africa (SA) need a suitable assessment tool to evaluate 
child development. A potential pro forma that could be used by South African podiatrists is the 
Gait and Lower Limb Observation of Paediatrics (GALLOP) Assessment Tool. 
 
The aim of this research was to evaluate the “ease of use” and “usefulness” of the GALLOP 
Assessment Tool for podiatrists to effectively assess the paediatric patient. Modifications to 
the tool were also identified so that the assessment tool could be adapted for use by South 
African podiatrists. 
 
The study was of a mixed methods descriptive design type, targeting all Health Professions 
Council of South Africa (HPCSA) registered podiatrists in the Johannesburg Metropolitan 
Municipal area. After allowing the participants to use the GALLOP Assessment Tool for a 
period of time, a survey was conducted to establish the “ease of use” and “usefulness” of the 
GALLOP Assessment Tool. 
 
All participants agreed that the GALLOP Assessment Tool would be overall beneficial to South 
African podiatrists and that the assessment tool does not need to be improved. However they 
did feel strongly that their knowledge regarding neurology and abnormal gait patterns in the 
paediatric patient needs to be improved upon and in future needs to form a comprehensive part 
of the BHS Podiatry undergraduate programme. Participants additionally agreed that the 
GALLOP Assessment Tool should be introduced at undergraduate level. 
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Anecdotal evidence suggests that podiatrists working in both public and private health care in 
South Africa are not equipped enough to be able to confidently assess a paediatric patient. This 
is specifically related to evaluating a child’s gross motor skills in order to effectively determine 
if there are gross motor delays. 
 
Rademeyer,(2013) states that no standardised tools designed to specifically assess infant 
development in the South African population have been developed. Standardised tests that have 
been designed and considered to be Gold standard in first world countries do exist, an example 
of this would be the Bayley Scales of infant development, however these need to be evaluated 
for validity for use in the South African population  (Rademeyer, 2013). The Road to Health 
Booklet (RTHB) which is issued to all mothers and babies in the public health care system in 
South Africa does contain a sub section that would be able to help identify developmental delay 
in children but unfortunately this RTHB fails to identify more than half of the infants that have 
delays (Van der Linde et al., 2015). Early childhood development (ECD) interventions are 
necessary for children between birth and the age of eight years. It is interesting to note that the 
Road to Health Booklet was identified as being underutilized despite having the potential to 
identify developmental delay in children (Philpott, 2018). 
 
Additional literature reviews identified that there are many assessment tools that are used to 
identify developmental delays but nothing that has been specifically designed for use by a 
podiatrist with the exception of the GALLOP assessment tool. Many other assessment tools 
that are available are lengthy and time consuming to perform and many of them require a degree 
of expertise so are therefore not practical for podiatrists in the public health or the private sector 
to use. Podiatrists, especially in the public sector, have severe time constraints due to 
understaffing and the volume of patients that they are required to see (Van der Linde et al., 
2015). 
 
Except for the RTHB, there are no other studies to support the use of a standardized tool by 
the South African podiatrist in aiding to better detect early developmental delays in paediatric 
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patients. Hence the purpose of this study is to determine the usefulness of using the GALLOP 
assessment tool by South African podiatrists. 
 
The city of Johannesburg Metropolitan Municipality (JHB) is located in the Gauteng province 
of South Africa. The area of Johannesburg is approximately one thousand six hundred and forty 
five square kilometres and has a population of approximately five million people. As of 2016 
twenty five percent of the population consisted of children under fifteen years of age (Media, 
2019). The Health Professions Council of South Africa (HPCSA) is a statutory body, 
established in terms of the Health Professions Act and is committed to protecting the public 
and guiding the professions. The HPCSA had 86 registered Podiatrists in the Johannesburg 
Municipal area as at December 2019 (HPCSA, 2019).  
 
1.2 Problem Statement 
 
A review of literature revealed that no research had been done in South Africa to establish if 
there is a time effective and cost effective assessment tool that can be used to assess paediatric 
patients. Screening and surveillance of early childhood development are key components in the 
care of children. Not all clinicians adhere to standardized guidelines for developmental 
assessment and base assessments on clinical judgment alone which can lead to missing a 
developmental delay in two-thirds of patients (Lurio et al., 2015). This applies not only to the 
United States of America but to South Africa as well. Different countries have different 
approaches to the screening of paediatric patients. Some focus on developmental screening and 
some focus on developmental surveillance. Many European countries do not recommend 
developmental screening but rather focus on developmental surveillance (Rourke & Leduc, 
2012) 
 
 A total of 75% of children with developmental problems are more effectively identified by 
using standard developmental screening tools (Dosman, 2012). Assessment based solely on 
surveillance can lead to failure to identify developmental delays effectively (Dosman, 2012). 
Clinical judgement alone can also lead to missing a developmental delay in two thirds of 
patients (Lurio et al., 2015). Practitioners often overlook developmental delays due to 
insufficient training and would rather place their emphasis on treating the child with acute 
illness (Scherzer, 2012). The only assessment tool that South Africa currently uses which is 
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based on surveillance and clinical judgement is the Road to Health Booklet, the effectiveness 
of this booklet is unknown (Van der Linde et al., 2015) 
 
1.3 Research Question 
 
In the South African context, would the use of the GALLOP Assessment Tool help podiatrists 
to effectively assess the paediatric patient and would it help the podiatrist to diagnose gross 
motor delay more timeously, effectively and easily? 
 
1.4 Research Aim 
 
 To determine the usefulness of using the GALLOP assessment tool by South African 
podiatrists. 
 
1.5 Research Objectives 
 
 To determine if the GALLOP Assessment tool will aid podiatrists in South Africa 
assessing paediatric patients more effectively. 
 Determine the number of paediatric patients that are being seen by podiatrists in the 
Johannesburg Metropolitan Municipality, Gauteng. 
 Determine if there are any other paediatric assessment tools currently being used by 
South African podiatrists when assessing paediatric patients. 
 Determine the percentage of South African podiatrists who are currently using or are 
aware of the GALLOP Assessment tool. 
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The approach to the literature review was to discuss various areas relevant to the research 
problem. The following areas were specifically selected and discussed: 
 Developmental Milestones 
 Gross Motor Skills 
 Effects of Delayed Diagnosis of Gross Motor Skills 
 Development Screening Tools 
 The GALLOP Assessment Tool 
 City of Johannesburg Metropolitan Municipality and the HPCSA  
 
2.2 Developmental Milestones 
 
Developmental milestones are defined as specific skill attainment occurring in a predictable 
sequence over time, reflecting the interaction of the child’s developing neurological system 
within the environment (Dosman, 2012). Skills can be grouped into five separate areas of 
development: gross motor, fine motor, communication, cognitive and social-emotional.  Some 
examples of skills would include the following: social smiling, crawling, the child’s first steps 
and speaking (Gupta et al.,2016).Each individual child’s development is constantly evolving 
and not every child reaches every single milestone at the expected time. However, a child who 
takes significantly longer than the average child to reach a milestone is considered to have a 
developmental delay. Healthcare workers detect approximately 30% of children with 
developmental delays (da Silva et al., 2019). Further evidence suggests that even in developed 
countries, less than half the children with developmental delay are identified before entering 
school   (Schoeman et al., 2017). 
 
Primary health care physicians and health care providers are in the best position to monitor an 
individual child's development longitudinally and understand the child's developmental 
trajectory better (Aly et al., 2010). The majority of primary health care providers use a process 
of 'developmental surveillance'.  This is defined as "a flexible, continuous process whereby 
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knowledgeable professionals perform skilled observations on children during the provision of 
health care" (Aly et al., 2010). Surveillance is a process that may be performed during well-
child visits, speciality consultations or public health immunization visits. It is not a 
standardized assessment with definitive results but rather a starting point. Age-appropriate 
developmental checklists are also used to record milestones as part of this surveillance (Aly et 
al., 2010). Developmental surveillance is deemed to have taken place if a parent or caregiver 
gives one yes answer to any question that health care professionals may ask regarding concerns 
that a parent or caregiver may have concerning their child’s learning,development or behaviour 
(Hirai et al., 2018). This concept of surveillance is done solely through verbal communication. 
This yes answer encompasses the following 5 recommended surveillance steps: the parent 
acknowledging concerns about their child’s development, identifying a child who is at risk,  
recording and documenting the child’s developmental history correctly and observing the child 
accurately  (Hirai et al., 2018). 
 
A systematic review examining the identification of developmental behavioural problems in 
primary care highlights that more than 75% of children with problems are correctly identified 
by good developmental screening instruments, compared with a pick-up rate of less than 54% 
by paediatric providers. Surveillance without screening fails to identify a substantial number 
of children with developmental disorders (Dosman, 2012). Previous studies have shown that 
almost half of clinicians do not perform developmental screening in their practices for children 
under 5 years of age, they prefer to use developmental surveillance. This is not ideal as in turn 
this leads to only half the number of children with developmental delay being identified 
(Morelli et al., 2014). The reasons why clinicians do not perform developmental screening is 
three fold: clinicians do not always have the expertise to perform developmental screening, it 
is not lucrative enough for them and the number of clinicians available to perform 
developmental screening is low (Morelli et al., 2014) 
 
2.3 Gross Motor Skills 
 
Gross motor skills can be defined as the abilities required to control the large muscles of the 
body for walking, running, sitting, crawling and other activities (Gale, 2006). The muscles 
required to perform these skills are generally found in the arms, legs, back, abdomen and torso. 
These are deliberate and controlled movements that require muscle development, maturation 
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of the central nervous system and a skeletal system that is strong enough to support the 
movement and weight involved in any new activity. Once this is achieved children are able to 
learn new physical skills by practicing them until each skill is mastered (Gale, 2006). 
 
Although norms for motor development have been charted in great detail by researchers and 
clinicians over the past 50 years, the pace of development varies considerably from one child 
to the next. As skills become more complex, the degree of variation increases among children 
without developmental delay. Gross motor skills develop over a relatively short period of time 
with most development occurring during childhood (Gale, 2006). 
 
A child begins to acquire gross motor skills in infancy and as the child grows and develops into 
adulthood these skills develop too. The acquisition of these gross motor skills can be influenced 
by environmental and genetic factors. The child’s gross motor ability develops in the motor 
cortex which is found in the cerebral cortex, this is the main task of the brain in the first year 
of life. In order for gross motor skills to be developed into adulthood one skill needs to be 
mastered before the child can acquire the next skill (Esposito & Vivanti, 2013).Once this is 
achieved children are able to learn new physical skills by practicing them until each skill is 
mastered (Gale, 2006). There is evidence that the level of each child’s ability to perform motor 
skills over time stabilises, so if a child is unable to master a motor skill it tends to remain that 
way into adolescence. This means that attainment of good motor skills is vitally important in 
the toddler years and preschool years (Hestbaek et al., 2017).  
A child needs good motor skills to ensure that they develop physically, socially and 
psychologically (Hestbaek et al., 2017). There are many health benefits that can be gained from 
having good motor skills (Hestbaek et al., 2017). Some of these benefits would include good 
cardiorespiratory fitness, ideal body weight and participation in sporting activities (Marrus et 
al., 2018). 
 
2.4 Effects of Delayed Diagnosis of Gross Motor Skills  
 
Diagnosis of neuromuscular disorders in young children is often delayed for years after 
symptoms emerge, resulting in missed opportunities for therapy and genetic counselling. 
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Physical examination should include observation of age-appropriate motor skills such as pull-
to-sit, sitting, rising to stand, and walking or running. The diagnosis of neuromuscular disorders 
is often delayed because the podiatrists experience may be inadequate to ensure timely 
identification (Lurio et al., 2015). Early identification and diagnosis can help relieve caregiver 
stress and ensure appropriate management and services. In some cases, initiation of treatment 
can slow disease progression and improve outcomes (Lurio et al., 2015). In South Africa it can 
be concluded that “systematic clinical evaluation and appropriate investigations can contribute 
in many ways to improved healthcare for those affected, their families and society in general” 
(Fieggen, 2019). Infants displaying gross motor delays such as infant head lag and general lack of 
overall gross motor function are at risk for being diagnosed with Autism Spectrum Disorder 
(Marrus et al., 2018). 
 
There are other causes of delayed gross motor milestones that need to be considered. Severe 
delays can indicate a condition such as Rett syndrome (Lucas, 2016). Absent reflexes or a 
positive Gower’s sign can be a possible sign of spinal muscular atrophy or Duchenne muscular 
dystrophy (Lucas, 2016). Midline lumbosacral abnormalities, such as sacral dimples, may 
indicate occult spinal dysraphism and spinal or orthopaedic abnormalities may suggest a 
neuromuscular delay (Tervo, 2009). A dysmorphology evaluation might reveal a syndrome 
(Tervo, 2009). There are a number of neurodevelopmental disorders  that may also lead to a 
delay in gross motor milestones: developmental co-ordination disorder, cerebral palsy, diplegia 
and developmental delay (Lucas, 2016) . The importance of podiatrists being able to identify 
delayed motor skills will alert them to the fact that there may be cerebral palsy, hypotonia or 
muscular dystrophy present. It must also be considered that disorders of peripheral nerves lead 
to distal weakness. A child who has myelomeningocele with severe lower-limb involvement 
will be unable to walk without skilled orthopaedic intervention. Walking will be delayed in 
children who have conditions associated with excessive muscle tone, such as cerebral palsy 
(Tervo, 2009). 
 
There are a number of birth complications that may contribute to delays in gross motor 
development: periventricular leukomalacia or ischemic brain injury occurs when brain tissue 
is damaged due to lack of blood flow to the area. In this type of injury both sides of the body 
are affected causing diplegic motor disorder, periventricular haemorrhagic infarction occurs 
when there is bleeding into the brain, death of brain tissue occurs and a stroke occurs when 
there is inadequate blood flow to the brain, both of these complications manifests in the form 
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of hemiplegia. The leg is usually more involved than the arm (Health, 2006). Abnormalities in 
the brain due to brain malformation can be the cause of motor disorders. Lack of oxygen in the 
new born can lead to brain damage which can later manifest in the form of motor disorders. 
Examples of other causes of motor disorders include: intrauterine infection, postnatal infections 
such as sepsis or meningitis, traumatic brain injury, child neglect, spinal cord complications 
such as spina bifida or congenital dislocation of the hip (Health, 2006). 
 
Development of motor function is important for a child to gain skills so that they can participate 
fully in school and leisure activities. They are also important for establishing lifelong, physical 
activity patterns for healthy development into adulthood (Lucas et al., 2016). They are 
fundamental to childhood development as they underpin functional activities, play and social 
interaction and in older aged children support complex movement skills required for sport and 
fitness. School age studies show that gross motor skills are integral to social, recreational and 
academic participation and have been linked to healthy self-esteem and cognitive development. 
Furthermore, poor gross motor performance may incline children towards activity avoidance 
and sedentary behaviours linked to an increased risk of chronic disease in adulthood (Lucas et 
al., 2016). 
 
Negative impacts of developmental delays in children, include emotional, behavioural and 
health problems in later life and as a result of this the parent may experience difficulties with 
caring for the child (Shaahmadi et al., 2015). These children may also experience difficulty 
with educational achievement. A combination of these factors would ultimately impact directly 
on the families (Valla et al., 2016). Early identification and intervention for developmental 
delays cause an improvement in the successful functioning of affected children. It was 
demonstrated that intervention programmes are cost-effective and may have lifelong benefits, 
and also that developmental attainment is maximized when intervention is started early (Valla 
et al., 2016). A necessary first step in order to plan for early intervention is estimation of 
prevalence of developmental delay and knowledge about the types of delays (Valla et al., 
2016). 
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2.5 Developmental Screening Tools 
 
Developmental screening can be defined as a basic assessment designed to identify children 
who should receive more intensive diagnosis or assessment (Sandler et al., 2001). Most 
developmental screening tests have been validated cross-sectionally against other tests but 
never against a “gold standard” (Vlasblom et al., 2019).  
 
Worldwide, more than 200 million children in low and middle-income countries have 
developmental delays (Grantham - McGregor et al., 2007) (Jesus et al., 2020). Within South 
Africa the only nationally implemented developmental ‘screening’ tool is integrated as part of 
RTHB (Van der Linde et al., 2015). It is stated by Van der Linde et al., (2015), that the RTHB 
fails to identify more than half of infants that are susceptible to delays. The RTHB is 
recommended for use by nurses to monitor the development of the child. Evidence exists that 
it is not being used effectively (Philpott, 2018) (Mudau, 2010). The RTHB monitors growth, 
immunizations, head circumference, developmental screening, Vitamin A supplementation, 
prevention of mother to child transmission information, deworming medicine,  oral health and 
overall growth.This booklet provides  a record of the child’s health over the first five years of 
life and this would hopefully prevent child morbidity and mortality. A study was conducted by 
(Win, 2016) in the West Rand , Johannesburg, which highlights the numerous problems that 
were identified when using the RTHB. These included : poor completion of growth charts, lack 
of measurement of head circumference, lack of measurement of mid upper arm 
circumference,failure to complete the sections on developmental screening, oral health and 
deworming medication.This study found that “the opportunity for the detection of 
developmental delays in the child could prevent further developmental problems been missed 
in one-third of the children’ (Win, 2016). Early identification of developmental delays is 
needed to ensure positive outcomes for these children (Philpott, 2018)(Rademeyer, 2013).  
 
Within the health services there is no standardised assessment tool used by podiatrists. 
Podiatrists working within the public health sector attempted to formulate their own screening 
tool but it has proved to be ineffective so it is not used regularly (Matlaila,2018).  
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Worldwide, paediatricians and other health care professionals involved in childcare use some 
form of screening instrument when assessing for developmental delays (Vlasblom et al., 2019). 
Globally 14 % of children do not reach their developmental potential in early childhood (Gupta 
et al., 2016). The purpose of using screening instruments is to identify a range of disabilities 
and conditions early enough so that necessary interventions can be put in place. Some examples 
of these interventions would be supportive care or medical treatment for various conditions 
such as muscular dystrophy (Vlasblom et al., 2019). Some motor disabilities become more 
noticeable as the child approaches the age of five, an example of this would be cerebral palsy 
(Gupta et al., 2016). Primary health care physicians and health care providers are in the best 
position to monitor an individual child's development longitudinally and understand the child's 
developmental trajectory better (Aly et al., 2010).  
 
Examples of standardised tests that can be used to assess child development are: the Griffiths 
Mental Scales (Jacobs, 2016), the Bayley scales of infant and toddler development (Albers, 
2007), the Ages and Stages Questionnaire (Hsiao, 2016), the Batelle Inventory (Logsdon, 
2019), the Developmental Assessment of Young Children (Judith, 2014), the Mullen Scales of 
Early Learning (Bornman, 2018), the Denver Developmental Screening Test (Rydz, 2005) and 
the Miller Function and Participation Scales (Schoen, 2013). All of these have different 
advantages and disadvantages, and choosing the appropriate tool is imperative as it allows for 
early identification and treatment of problems arising in childhood (Faruk et al., 
2020)(Rademeyer, 2013). 
 
These tests are not practical for health care professionals to use. A number of these tests require 
specialized equipment which can be costly, the practitioner needs to be specifically trained on 
how to use the equipment correctly so that an accurate score can be recorded. One of the biggest 
draw backs to performing these tests is the length of time they take to complete.  
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2.6 The GALLOP Assessment Tool 
 
In Australia no concise paediatric standardised recording proforma existed for the use of 
podiatrists or physiotherapists (Cranage et al., 2016). A variety of recording proformas were 
in use, however there was variation and inconsistency in the types of data collected and the 
types of assessments conducted. A study was performed of which the aim was to develop a 
recording proforma used for generalized initial paediatric lower limb assessment and gait 
assessment for allied health clinicians (Cranage et al., 2016). As a result of their study they 
developed the GALLOP Assessment Tool. 
 
Collection of uniform data across a country or countries is of interest to researchers seeking to 
determine longitudinal change or lower limb associative factors of disease process. The 
benefits of using a standardized data collection form is a huge advantage to podiatrists and 
patients. If such a form is used consistently internationally it would be of huge benefit to 
researchers (Cranage et al., 2016). 
2.7 Conclusion 
 
It is evident from the literature that it is vitally important that infants and toddlers be assessed 
for developmental delays. With early identification of delays, corrective measures can be put 
in place that are of benefit to the child and their families or caregivers (Scherzer, 2012). 
 
 Many of the assessment tools available required specialised training. The assessor also needs 
to be highly skilled and requires special equipment which can be very costly. Some assessments 
may take sixty to ninety minutes to conduct. The length of time it takes to perform these 
assessments is not economically viable for the practitioner. Many health care workers are also 
working in environments which are heavily understaffed. This would also apply to the 
relatively simple to use RTHB. 
 
There appears to be little to support the current existence of an effective standardised 
assessment tool in South Africa that aids in the early diagnosis of developmental delay in the 
paediatric patient. It is therefore essential that a simple “fit for purpose” but accurate 
assessment tool be developed for children in South Africa. 
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Based on the literature reviewed the GALLOP Assessment Tool was the most suitable 
candidate for a “fit for purpose” tool in the South African context. Hence, the appropriateness 
of the tool would have to be evaluated within the South African context. 
 
  
  22 
 
3 CHAPTER 3 – RESEARCH DESIGN AND METHODOLOGY 
 
3.1 Study Design 
 
The study was of a mixed methods descriptive design type, targeting all HPCSA registered 
podiatrists in the Johannesburg Metropolitan Municipal area. After allowing the participants to 
use the GALLOP Assessment Tool for a period of time, a survey was conducted to establish 
the “ease of use” and “usefulness” of the GALLOP Assessment Tool. 
 
The “ease of use” criteria applied to the level of easiness when applying the tool, while 
“usefulness” applied to whether the podiatrist would have identified the delay previously 
without using the tool. Responses regarding the “ease of use” of the tool were assessed using 
quantitative methods while responses regarding the “usefulness” of the tool were assessed 
using qualitative methods. 
 
The quantitative analysis focused on consensus measurement using the Likert scale (Sullivan , 
2013), while the qualitative analysis focused on identifying themes using an inductive approach 
according to thematic analysis  (Caulfield, 2019).  
 
Ethical approval was gained from the Research Ethics Committee, University of Johannesburg, 
REC 01-61-2019 and the Gauteng Health Department GP_201910_048. 
 
3.2 Study setting and participants 
 
All HPCSA registered podiatrists in the Johannesburg Metropolitan Municipal area were 
eligible to participate. This area was selected because it contains the largest concentration of 
podiatrists per population density, it has a mixture of private and public healthcare podiatrists 
and the podiatrists were easily accessible by the author to monitor progress and completion of 
the survey. All podiatrists registered in the Johannesburg Metropolitan Municipality were 
invited to participate in the study either telephonically or via email. The reason for a podiatrist 
not participating was also recorded and included in the study. 
  
  23 
 
The total number of registered podiatrists in the Johannesburg Metropolitan Municipal area 
was 86 as at December 2019 (HPCSA, 2019). The sample size of respondents required to be 
representative of this population was calculated using the following formulae (Krejcie & 
Morgan, 1970). 
 
𝑆𝑎𝑚𝑝𝑙𝑒 𝑆𝑖𝑧𝑒 =  
𝜒2𝑁𝑃 (1 − 𝑃)
𝑑2(𝑁 − 1) + 𝜒2𝑃 (1 − 𝑃)
 
Equation 3.1 Sample size versus degree of accuracy 
 
Where χ2 = value of Chi-Square with 1 degree of freedom at the chosen confidence level 
N = known population size 
P = population proportion of 0.50 
d = degree of accuracy expressed as a proportion 
 
With a known population size of 86 at a 95% confidence level with a 90% degree of accuracy 
(10% margin of error) requires a sample of 47 participants. In other words, it can be said with 
90% accuracy that the opinions of the 47 respondents represent that of the 86 registered 
podiatrists regarding the GALLOP tool. A “sample size calculator” is available online to easily 
perform this calculation (Market, 2019). 
3.3 Data collection procedure 
 
Once ethical clearance and permission to conduct the study were obtained a workshop was held 
for podiatrists who were invited to participate in the study. The workshop was held to explain 
how the assessment tool is to be used. Each individual test on the assessment form was 
explained in detail to the participants. 
The participating podiatrists were each issued with an information pack by hand. The 
information pack contained a general information sheet (Appendix A), research consent form 
(Appendix B), five copies of the GALLOP Assessment Tool (Appendix C), information on 
how to use the tool (Appendix D), an additional explanation of GALLOP Assessment Tool 
tests (Appendix E) and the questionnaire to assess the GALLOP Assessment Tool (Appendix 
F). Participants were required to sign the consent form and email it back to the author. 
 
In some cases additional workshops were run by the author to explain and demonstrate how to 
correctly use the GALLOP Assessment Tool. 
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Participants were requested to use the GALLOP Assessment Tool on their paediatric patients 
for a period of three months. All paediatric patients between the age of 1 year and 5 years were 
to be assessed. The information that each individual practitioner obtained from using the 
GALLOP Assessment Tool was recorded confidentially in the patients file. The completed 
GALLOP Assessments were kept within each individual practitioners filing system. 
 
After a period of three months participants were required to complete the questionnaire and 
email it back to the author. 
 
The questionnaire covered the following topics (Appendix C): 
 Postnatal history 
 Age of skill acquisition 
 History 
 Observation of ability to perform a number of physical exercises appropriate to age. 
 Pain 




3.4 Data Analysis 
 
3.4.1 Degree of accuracy of the study 
 
On receipt of the completed questionnaires and therefore knowing how many podiatrists 
actually participated in the study, the accuracy that the opinions of the sample of respondents 
corresponded to that of the 86 registered podiatrists was established. The “sample size 
calculator” available online was used to perform the calculation (Market, 2019). 
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3.4.2 Participant Demographics 
 
The first part of the questionnaire (Appendix F) covers participant demographics. These were 
discussed under the following headings (Cranage et al., 2016): 
 Sex 
 Years of Practice 
 Original Qualification 
 Further study completed in a clinical discipline 
 Hours per week in the primary job role 
 Location of primary practice 
Any adverse effect on the research as a result of the sample population was noted (Cranage et 
al., 2016). 
3.4.3 “Ease of Use” of the GALLOP Assessment Tool 
 
The second part of the questionnaire (Appendix F) posed a series of questions about the ease 
of use of each section of the GALLOP Assessment Tool. Participants were asked to indicate 
their agreement on a five point Likert Scale (Sullivan , 2013) where (1) was Strongly Disagree, 
(2) was Disagree, (3) was Neutral, (4) was Agree and (5) was Strongly Agree. If the participant 
believed that the section was not easy to use then provision was made to comment on why this 
was the case. 
 
Consensus on the ease of use of a particular section was achieved if 70% or more of the 
participants indicated that they strongly agreed (5) or agreed (4) (Fink, et al., 1984). 
 
For questions not reaching 50% consensus (in other words if less than 50% of the participants 
indicated that they strongly agreed (5) or agreed (4)), the comments were evaluated to identify 
any common themes and reasons. It is possible that these sections would be removed from a 
future GALLOP Assessment Tool for the South African podiatrist. 
 
For those questions that achieved a 50%-69% consensus, the questions were re-issued to the 
participants for further consideration and comment. These questions were then re-analysed. 
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3.4.4 “Usefulness” of the GALLOP Assessment Tool 
 
The third part of the questionnaire (Appendix F) contains two questions with regard to the 
usefulness and possible improvements to the GALLOP Assessment Tool. 
 
The overall usefulness of the GALLOP Assessment Tool for the podiatrist in the South African 
context required a “Yes” or “No” answer by the participants. The participants were given the 
opportunity to comment if it was a “No” answer. 
 
The possible improvements to the GALLOP Assessment Tool for the podiatrist in the South 
African context required a “Yes” or “No” answer by the participants. The participants were 
given the opportunity to comment if it was a “Yes” answer. 
 
The comments received from participants were evaluated by the author to identify themes and 
possible changes that could be incorporated into a future GALLOP Assessment Tool for the 
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4 CHAPTER 4 – RESULTS 
4.1 Participant Demographics 
 
4.1.1 Sex of participants 
 
There were more male (68%) than female (32%) participants in the study (n=47).  
 
4.1.2 Years of podiatric experience 
 
Figure 4.1 indicates the number of years of experience of participants. The majority of 
participants (48.9%) have been practicing for less than 5 years. The average years of experience 




Figure 4.1 Years of podiatric experience 
4.1.3 Highest qualification in Podiatry 
 
The number of participants (n=47) categorised according to their highest podiatry qualification 
is highlighted in Figure 4.2. The majority of participants (74.5%) have a highest qualification 
of a Bachelors of Technology in Podiatry. 
 




Figure 4.2 Highest qualification in Podiatry 
 
4.1.4 Average no. of hours assessing paediatric patients monthly 
 
Figure 4.3 indicates the average number hours spent assessing paediatric patients per month. 
The results highlight that monthly assessment is low. The majority of participants (55.3%) on 











< 3 hrs 3 - 6 hrs 6 - 9 hrs > 9 hrs
  29 
 
4.1.5 Average number of paediatric patients assessed monthly 
 
The average number of paediatric patients seen per month is highlighted in Figure 4.4. Results 
indicate that the contact with paediatric patients is limited, with 100% of participants not seeing 
more than 8 patients per month. The majority (40.4%) only assessing on average 6 to 8 patients. 
 
 






< 3 pts 3 - 6 pts 6 - 9 pts > 9 pts
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4.2 Current knowledge of and the usage of Paediatric Assessment Tools 
 
The participant’s feedback for Q1 and Q2 expressed as a percentage of total responses are 
highlighted in Table 4.1. Results highlight that 100% of the participants in the study are 
currently not using a validated paediatric assessment tool nor were they aware of the GALLOP 
Assessment Tool prior to their participation in the study. 
 
Table 4.1 Current knowledge of and use of the Paediatric Assessment Tools 




Q1: Are you currently using an 
Assessment Tool to assess 
developmental milestones in 
Paediatric patients? 
0% 100% 47 
Q2: Were you aware of the GALLOP 
Assessment Tool prior to the training 
you received? 
0% 100% 47 
 
 
4.3 Ease of Patient History taking using the GALLOP Assessment Tool 
 
This section relates to the responses received for Q4, Q5 and Q6 of the GALLOP Assessment 
Tool. The number of responses received for each category of the Likert scale for Q4, Q5 and 
Q6 are illustrated in Table 4.2 and Figure 4.5. From the results it is evident the majority of 
responses highlighted that postnatal history, history on age of skill acquisition, and general 
history taking was easy to use.  
 
Consensus is reached on a particular question according to the Likert scale if 70% or more of 
the participants indicated that they “Strongly agreed” or “Agreed” (Fink et al., 1984). The sum 
of “Strongly Agreed” and “Agreed” expressed as a percentage of the total responses for Q4, 
Q5 and Q6 is shown in Figure 4.5. The threshold of 70% is indicated by a red broken line. It is 
evident from Figure 4.5 that consensus was achieved on Q4, Q5 and Q6. 
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Q4: Was the section on 
POSTNATAL 
HISTORY easy to 
use? 
0% 6% 11% 55% 28% 47 
Q5: Was the section on 
AGE OF SKILL 
ACQUISITION easy 
to use? 
0% 4% 11% 51% 34% 47 
Q6: Was the section on 
GENERAL HISTORY 
easy to use? 




Figure 4.5 Consensus relating to history taking of the assessment tool 
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Pertinent comments related to Q4 and Q5 extracted from the completed questionnaire are 
shown in Table 4.3. 
 
Table 4.3 Comments relating to ease of history taking using the GALLOP Assessment Tool 
Question  Comments Received 
Question 4: Was the section on 
POSTNATAL HISTORY easy 
to use? 
“Parents/caregivers cannot recall all the relevant 
information” 
“Parents did not know if other healthcare professionals 
interventions were needed at birth” 
Question 5: Was the section on 
AGE OF SKILL 
ACQUISITION easy to use? 
“Parents can’t always recall age of skill acquisition 
Indicators for developmental delay” 
 
These comments are discussed further in the next chapter.  
 
4.4 Ease of Patient Assessment using the GALLOP Assessment Tool 
 
This section relates to the responses received for Q7 through to Q11 of the GALLOP 
Assessment Tool. The number of responses received for each category of the Likert scale for 
Q7 through to Q11 are illustrated in Table 4.4 and Figure 4.6. It is evident from the results 
(Table 4.4) that the majority of responses for Q7 and Q8 agreed that the assessment tool was 
easy to use in the areas of “observation of ability to perform appropriate actions to age” and 
the visual pain scale. However, the majority of responses for Q9, Q10 and Q11 with regards to 
assessing patient biomechanics, neurology and gait were difficult to use.  
 
Consensus is reached on a particular question according to the Likert scale if 70% or more of 
the participants indicated that they “Strongly agreed” or “Agreed” (Fink et al., 1984). The sum 
of “Strongly Agreed” and “Agreed” expressed as a percentage of the total responses for Q7 
through to Q11 is shown in Figure 4.6. The threshold of 70% is indicated by a red broken line. 
The participant’s feedback for Q7 through to Q11 according to the Likert scale expressed as a 
percentage of the total responses is shown in Table 4.4. 
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Table 4.4 Ease of patient assessment using the GALLOP Assessment Tool  
Question Strongly 
Disagree 






Q7: Was the section on 
OBSERVATION OF 
ABILITY TO PERFORM 
APPROPRIATE 
ACTIONS TO AGE easy 
to use? 
0% 0% 17% 55% 28% 47 
Q8: Was the section on 
PAIN easy to use? 
0% 0% 6% 55% 38% 47 
Q9: Was the section on 
BIOMECHANICAL 
ASSESSMENTS easy to 
use? 
0% 62% 21% 11% 6% 47 
Q10: Was the section on 
NEUROLOGY easy to 
use? 
0% 55% 21% 13% 11% 47 
Q11: Was the section on 
GAIT easy to use? 




Figure 4.6 Consensus relating to ease of assessment 
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Pertinent comments extracted from the completed questionnaires regarding the “ease of 
assessment” of the GALLOP tool are shown in Table 4.5. 
 
Table 4.5 Pertinent comments relating to ease of patient assessment using the GALLOP 
Assessment Tool 
Question  Comments Received 
Question 9: Was the section on 
BIOMECHANICAL 
ASSESSMENTS easy to use? 
“Pain prevents biomechanical assessment being 
performed” 
“Patient co -operation can be an issue” 
Question 10: Was the section on 
NEUROLOGY easy to use? 
“Some neurological tests were not easy to perform” 
“Time consuming” 
“Confidence” 
Question 11: Was the section on 
the GAIT easy to use? 
“Gait assessment results need to be expanded on” 
 
These comments are discussed further in the next chapter. 
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4.5 “Usefulness” of the GALLOP Assessment Tool 
 
This section relates to the responses received for Q12 and Q13 of the GALLOP Assessment 
Tool. The participant’s feedback for Q12 and Q13 expressed as a percentage of total responses 
are shown in Table 4.6. All participants (100%) agreed that the GALLOP Assessment Tool 
will aid in diagnosing developmental delays. None (100%) recommended any adaptations to 
the tool agreed that the GALLOP Assessment Tool will be beneficial to South African 
podiatrists and that the assessment tool does not need to be adapted for their use. 
 
Table 4.6 The value of the GALLOP Assessment Tool 
Question Yes No Total Responses 
Q12: Do you think the GALLOP 
Assessment Tool will help SA 
podiatrists to diagnose 
developmental delay? 
100% 0% 47 
Q13: Do you think the GALLOP 
Tool needs to be improved for 
the use of the SA podiatrist? 
0% 100% 47 
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Pertinent comments extracted from the completed questionnaires regarding the “usefulness” of 
the GALLOP tool are shown in Table 4.7 
 
Table 4.7 Pertinent comments relating to usefulness of the assessment tool 
Question  Comments Received 
Question 12: Do you think the 
GALLOP Assessment tool will help SA 
podiatrists to diagnose development 
delay? 
“Training in neurological issues needs to be 
improved” 
Question 13: Do you think the 
GALLOP tool needs to be improved for 
the use of the SA podiatrist? 
“Tool needs to be incorporated into the BSc Podiatry” 
“The tool will create standardised assessment of 
paediatric patients” 
“Assessment tool needs to have developmental delay 
markers attached to it” 
 
These comments are discussed further in the next chapter. 
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5 CHAPTER 5 – DISCUSSION 
 
5.1 Current knowledge of and the usage of Paediatric Assessment Tools 
 
Results indicated that 100% currently do not use a validated paediatric assessment tool 
however, some participants did indicate that they have developed their own rudimentary set of 
questions based on what they as individual practitioners think are important. None of the 
participants were aware of the GALLOP Assessment Tool. A standardised assessment tool is 
necessary as it will enable podiatrists to obtain accurate and consistent scores which will help 
in early diagnosis of developmental delay (Dosman, 2012; Rademeyer, 2013) 
 
Many standardized assessment tools found in developed western countries are able to provide 
reliable assessments and identify developmental delay. In western countries this is considered 
as an essential part of healthcare practice, however when applied to Lower Middle Income 
Countries (LMIC) their use is not as effective. This may be due to limitations by the healthcare 
professional in interpreting scores or because of limitation of resources (Faruk et al., 2020). 
The focus in LMIC is rather placed on the acutely ill child (Faruk et al., 2020). As a result of 
this, the opportunity for podiatrists to identify early developmental delay is being lost. It is 
therefore imperative for all podiatrists to use a standardized assessment tool (Faruk et al., 
2020). The GALLOP Assessment Tool provides a standardised assessment tool that can be 
applied to LMIC. 
5.2 History taking 
 
Results have indicated that in some cases the history taking section of the tool was challenging 
as the parents/caregivers could not recall birth details when questioned. They also could not 
recall if any other health care practitioners were needed at the birth or shortly thereafter.  The 
possible reason for this could be that more caregivers or relatives are bringing children to their 
appointments, as a result, it can be expected that they would not be able to give an accurate 
pregnancy or birth history. 
 
Studies performed in LMIC have shown that the exact birth date and actual age of children are 
unknown. This can be attributed to low literacy and numeracy skills, births not being registered 
and limited celebration of birthdays (Larsen et al., 2019). Parents with a low level of literacy 
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or who do not speak the language that the questions are asked in, may experience difficulty in 
giving the podiatrist the correct information that is required (Squires, 2017). This would also 
apply to parents/caregivers who have problems with substance abuse. It is likely that these 
parents /caregivers will not be able to provide accurate answers to questions that they are being 
asked. When obtaining a history from a parent, it is of utmost importance that the practitioner 
consider cultural differences. If a question is to be translated into another language, special care 
must be taken so that the meaning of the question is not lost (Squires, 2017). These issues can 
be related to the socioeconomic status of the South African population.   
 
Consideration when taking a history must also be given to parents /caregivers that have strong 
cultural beliefs and superstitions. These parents may not consider the health of their children 
and are not aware that the child has a developmental delay. The parent or caregiver is not 
always aware of the implications this would have on the future development of the child (Faruk 
et al., 2020). This could most definitely be the case in South Africa.  
 
Some participants felt that it may be of benefit to include a list of developmental milestones 
into the GALLOP Assessment Tool, for example, including the age of the child and the 
corresponding developmental milestones that should have been attained. 
 
5.3 Biomechanical examination 
 
The results of the current study highlighted that podiatrist had some difficulty in patient 
cooperation when doing some of the tests required under this section. Patient cooperation plays 
an important role when trying to obtain accurate findings or results when performing any type 
of clinical assessment or test. This would apply to both children and adults, for example, if a 
paediatric patient is unable to relax their foot or keep still when performing a biomechanical 
examination, a false result is likely to be recorded (Jan, 2007). According to Warnock et al., 
(2013) there are other challenges that a practitioner is likely to experience when trying to 
perform assessments on paediatric patients. One of the reasons could be that children have 
different personality traits, therefore the child’s mood needs to be taken into consideration and 
handled appropriately when performing the assessment/s. When a child feels anxious or afraid 
they use behaviour rather than words to express their fear. This fear can be demonstrated in the 
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following ways: they become aggressive, they withdraw from the situation, they refuse to 
cooperate and they regress (Lerwick, 2016). 
 
The most important part of a concise and accurate assessment of a paediatric patient is that the 
child must feel at ease with the healthcare practitioner and must feel comfortable in their 
surroundings (Raducanu, 2009). Young patients may have difficulty in understanding 
instruction that they’ve been given in order for an assessment to be completed accurately. 
Consequently, it can be difficult to determine if an inadequate result is due to the patient being 
unable to understand directions, or if it simply because they are unwilling to participate in the 
test. 
 
Health care providers need to be trained in how to reduce anxiety and stress in children 
(Lerwick, 2016).They need to clearly understand that anxiety in paediatric patients will not 
have an effective outcome. Perhaps in South Africa, the lack of time and resources may 
contribute to podiatrist’s not being able to address these obstacles for a better outcome.  
Additionally, spending extra time with paediatric patients could have a negative financial 
impact on private practitioners.  
5.4 Neurological Assessments 
 
The section of the GALLOP Assessment Tool pertaining to neurological testing was found to 
be the most challenging part of the assessment tool. Many participants were of the opinion that 
their knowledge of neurology, especially in the paediatric patient, was lacking. They believe 
that their neurological knowledge needs to be expanded on holistically and not just limited to 
the foot and lower limb. As mentioned previously, time constraints and financial implications 
were a concern to the participants. 
 
In order to diagnose neurological disorders accurately, a detailed neurological examination 
needs to be performed and accurate results need to be obtained from these examinations. 
According to Jan (2007), healthcare professionals from many different disciplines concur that 
performing a thorough and accurate neurological assessment is one of the most difficult and 
challenging parts of physical examination. As mentioned previously, children can be difficult 
and uncooperative. As a result, it is also noted that the practitioner loses confidence and 
therefore accurate results become questionable (Jan, 2007). It is of utmost importance that 
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practitioners are trained to have excellent observational skills and are trained to follow correct 
and accurate techniques. This often comes with practice and confidence (Jan, 2007). In South 
Africa, this study has highlighted that 48.9% of participants had less than five years of practice 
and 40.4% had only consulted on average between six to nine paediatric patients on monthly 
basis. This could have a huge impact on confidence levels of podiatrists in accurately assessing 
and managing a paediatric patient in South Africa.  
 
Interestingly Jan (2007)  noted that general practitioners and paediatricians working in primary 
healthcare are more confident about treating patients with common medical conditions rather 
than those presenting with neurological conditions and would rather refer these patients to a 
neurologist.  
It can be seen from the information above that it is of utmost importance that practitioners need 
to become more confident when examining children with neurological disorders in order to 
identify developmental delays. This can be achieved by having a thorough knowledge of the 
neurological system. Perhaps including a more comprehensive knowledge at the Podiatry 
undergraduate level. Besides knowledge, it is evident that it takes practice to gain confidence 
and improve skills. 
5.5 Gait Assessments 
 
As with the biomechanical and neurological assessment, results have indicated that participants 
had found this section of the assessment tool difficult to complete. Participants felt that they 
lacked knowledge on relating appropriate gait patterns to age.  An understanding of the normal 
gait cycle and its different phases is important as it forms a basis from which gait abnormalities 
can be identified (Feng et al., 2016) It is also important that practitioners understand fully the 
normal growth and development of the child’s lower limb, what are considered to be normal 
deviations in gait patterns in children and the ages at which these deviations should have 
corrected (Merens, 2015) 
 
A common example of this would be a paediatric patient that presents with an in toeing gait 
pattern. This type of gait pattern is a cause of great concern for parents. In toeing gait can be 
caused by either metatarsus adductus, tibial torsion or femoral anteversion. Parents need to be 
reassured that spontaneous resolution of metatarsus adductus can take place by age 2, tibial 
torsion by age 5 and femoral anteversion by age 11. It is important that the podiatrist 
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understands these deviations in normal gait patterns and sometimes all that is needed is parent 
reassurance (Gonzales et al., 2020) (Uden & Kumar, 2012). Only once the age of correction 
has passed should the practitioner consider it an abnormal gait pattern. Therefore the researcher 
is in agreement that podiatrist do in fact need to be more knowledgeable on age appropriate 
gait patterns. Guffey et al., (2016) concurs with the importance of being able to identify gait 
abnormalities that are not considered normal at a specific age, as they can indicate 
developmental delay, injury or illness. The authors further state that if these abnormalities are 
not identified timeously they can have negative long term implications on the child. 
Unfortunately for these children the gait abnormality is likely to worsen as the child ages. It is 
therefore of the utmost importance that early aggressive interventions take place in these 
children. The child is constantly growing and developing so it is imperative to perform regular 
gait observations to ensure that the child’s progress is accurately monitored (Guffey et al., 
2016). 
 
5.6  The benefits of using the GALLOP Assessment Tool for SA podiatrists  
 
The results of the current study highlighted that 100% of participants felt that the GALLOP 
Assessment Tool would be of value to the SA podiatrist in order to diagnose developmental 
delays in paediatric patients. They felt that it would provide podiatrists with a standardised 
assessment tool. However, as stated previously there were sections of the tool that reinforced 
the necessity for podiatrists to upgrade their knowledge in order to be able to use the tool more 
effectively. This concurs with The World Health Organisation (2013) which stated that health 
care professionals need to continuously upgrade their skills in order to address the needs of the 
population.  
 
A total of 75% of children with developmental problems are more effectively identified by 
practitioners using standardised developmental screening tools (Dosman, 2012). Early 
intervention in the areas of physical achievement, socioemotional development, cognitive 
development and motor development before the age of five years will have positive effects on 
the neurodevelopment of children (Edmond et al., 2019; WHO, 2013).  Almost all healthcare 
received by children during the first five years of their lives are provided exclusively by 
primary healthcare practitioners. This highlights again the importance of these practitioners 
needing the appropriate skills and levels of confidence to intervene timeously when delays are 
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detected (Edmond et al., 2019). This also applies to Podiatrists having to upskill in order to 
become more confident and knowledgeable when assessing a pediatric patient.  
 
Early childhood development (ECD) interventions are necessary for children between birth and 
the age of eight years. Philpott (2018) has alluded to the white paper released by the South 
African government in March 2016 regarding the rights of people with disabilities (Philpott, 
2018). This policy reiterated the importance of early identification of disabilities and the 
necessity of ECD opportunities in order for a child to reach their potential. It is interesting to 
note that the Road to Health Booklet was identified as being underutilized despite having 
potential in identifying developmental delay in children (Philpott, 2018). The GALLOP 
Assessment Tool could also be a beneficial tool that can be integrated into the government 
ECD initiative for use in South Africa. 
  
5.7 Conclusion 
The discussion has alluded to the GALLOP Assessment tool and the various sections that were 
problematic to use. It has been established in the discussion the importance of validated tools 
in order to identify development delay in paediatric patients timeously. South African 
podiatrists have agreed that such a tool is necessary, however some upskilling would need to 
take place.  
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The aim of this research was to evaluate the “ease of use” and “usefulness” of the GALLOP 
Assessment Tool for South African podiatrists with a view to establishing whether they could 
assess a paediatric patient more effectively. Recommendations by podiatrists were also 
identified so that the assessment tool could be adapted for use by South African podiatrists. 
 
It is evident from the literature and results that it is vitally important that upskilling and the 
availability of standardised tools are necessary for early identification of developmental delays. 
Literature has identified that early diagnosis and interventions of developmental delays is 
imperative.  
 
There is little to support the current existence of an effective standardised assessment tool in 
South Africa that allows for early diagnosis of developmental delay. It is therefore essential 
that a simple “fit for purpose” but accurate assessment tool be developed for children in South 
Africa. The relatively easy to use Road to Health Booklet (RTHB) was also seen as not 
fulfilling its potential in being able to identify early developmental delay. Many of the 
assessment tools available to podiatrists and other healthcare practitioners require specialised 
training, specialised equipment and a great deal of time to perform thoroughly. As a result of 
this, these assessment tools may not be economically viable to perform and are not suitable for 
environments that are already severely understaffed. Podiatrists in South Africa have 
highlighted that The GALLOP Assessment Tool was easy to use and could be useful in 




Limitations of this study were two fold. The study focused on the Johannesburg Metropolitan 
area rather than the entire country. It’s possible that the outcome of the study may be different 
when considering the entire country. 
  44 
 
 
Participant demographics indicated that the average years of practice was relatively low 
indicating that a large percentage of participants were recent graduates. This would explain the 
low number of paediatric patients seen in practices and therefore the level of inexperience and 
lack of confidence when assessing these patients. 
 
6.3 Future Research Areas 
 
Further research should be performed with regard to expanding this study on a nationwide basis 
rather than just the Johannesburg Metropolitan Municipal area.  
 
During this future study, particular attention should be given to the experience level of the 
participants. The mixture of experienced and less experienced podiatrists participating in the 
study should be carefully managed to facilitate meaningful results. Experienced podiatrists 
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DEPARTMENT OF PODIATRY. 
RESEARCH STUDY INFORMATION LETTER 
 




My name is Gill Jenkins I WOULD LIKE TO INVITE YOU TO PARTICIPATE in a 
research study on the Usefulness of the GALLOP Assessment Tool to assist podiatrists in 
determining developmental milestones in paediatric patients. 
 
Before you decide on whether to participate, I would like to explain to you why the research 
is being done and what it will involve for you. I will go through the information letter with 
you and answer any questions you have. This should take about 10 to 20 minutes. The study 
is part of a research project being completed as a requirement for a Master’s Degree in 
Podiatry through the University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to determine if the GALLOP Assessment Tool will 
be useful to podiatrists in assessing paediatric patients more effectively. 
 
Below, I have compiled a set of questions and answers that I believe will assist you in 
understanding the relevant details of participation in this research study. Please read through 
these. If you have any further questions I will be happy to answer them for you. 
 
DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to 
participate in the study. I will describe the study and go through this information sheet. If you 
agree to take part, I will then ask you to sign a consent form.  
 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO 
PARTICIPATE? You will be required to sign the consent form and email it back to me 
should you wish to participate in the study. Once you have agreed to participate in the study 
you will need to attend a workshop on how to use the GALLOP assessment tool. You will 
then be required to use the GALLOP assessment tool on all your paediatric patients for a 
period of three months. Thereafter you will be required to complete a questionnaire related to 
the usefulness of the GALLOP assessment tool.  
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WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you 
decide to participate, you are free to withdraw your consent at any time without giving a 
reason and without any consequences. If you wish to withdraw your consent, you should 
inform me as soon as possible. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, 
OR PAYMENT DUE TO ME: You will not be paid to participate in this study and you will 
not bear any expenses. 
 
RISKS INVOLVED IN PARTICIPATION: there will be no risk involved to either the 
Podiatrist or the Paediatric patient. 
 
BENEFITS INVOLVED IN PARTICIPATION: you will help determine if the GALLOP 
Assessment Tool is a useful tool for podiatrists to use in order to better asses paediatric 
patients in order to determine developmental milestones 
 
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? Yes. All 
data and back-ups thereof will be kept in password protected folders and/or locked away as 
applicable. Only I and my research supervisor will be authorised to use and/or disclose your 
anonymised information in connection with this research study. Any other person wishing to 
work with your anonymised information as part of the research process (e.g. an independent 




WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS? Yes. Anonymous 
means that your personal details will not be recorded anywhere by me. As a result, it will not 
be possible for persons not involved in the study to identify your responses once these have 
been submitted. 
 
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The 
results will be written into a research report that will be assessed. In some cases, results may 
also be published in a scientific journal. In either case, you will not be identifiable in any 
documents, reports or publications. You will be given access to the study results if you would 
like to see them, by contacting me.  
 
WHO IS ORGANISING AND FUNDING THE STUDY?  The study is being organised 
by me, under the guidance of my research supervisor in the Department of Podiatry at the 
University of Johannesburg. This study has not received any funding. 
 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was 
allowed to start, it was reviewed in order to protect your interests. This review was done first 
by the Department of Podiatry research committee, and then secondly by the Faculty of 
Health Sciences Research Ethics Committee at the University of Johannesburg. In both cases, 
the study was approved. 
 
WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this 
research study, its procedures or risks and benefits, you should ask me. You should contact 
me at any time if you feel you have any concerns about being a part of this study. My contact 
details are:  











If you feel that any questions or complaints regarding your participation in this study have 
not been dealt with adequately, you may contact the Chairperson of the Faculty of Health 
Sciences Research Ethics Committee at the University of Johannesburg: 
 
Prof. Christopher Stein 
Tel: 011 559-6564 
Email: cstein@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have 
more specific information about this research project information, have any questions, 
concerns or complaints about this research study, its procedures, risks and benefits, you 













DEPARTMENT OF PODIATRY. 
RESEARCH CONSENT FORM 
 
The use of the GALLOP Assessment Tool to assist podiatrists in   
determining developmental Milestones in Paediatric patients. 
 
Please initial each box below: 
 
 
       I confirm that I have read and understand the information letter dated 04.03.2019 for 
the above study. I have had the opportunity to consider the information, ask questions and have 
had these answered satisfactorily. 
 
 
                    I understand that my participation is voluntary and that I am free to withdraw from 
this study at any time without giving any reason and without any consequences to me. 
 
 
      I agree that to be able to take part in this study I am required to attend a workshop at 
the University of Johannesburg , I am required to use the GALLOP Assessment Tool on 






_______________________       __________________________________________________ 





_______________________      ___________________________________________________ 







10 Appendix C: GALLOP Assessment Tool 
 
GALLOP 1 of 2 
 
Name____________________________ Date of Birth___/__/__ Gender: Male/Female 
 
Postnatal History (Complete or circle) 
Gestation: _________ Weeks Birth Weight: 
________Grams 
APGAR 1 min____5min____ 
Vaginal birth: 
Spontaneous/Induced 









Other health professionals 




Age of skill acquisition (record in months) 
Sitting: ___________ Crawling: _________ Crawl type: _________ 







Previous treatment: _____ 
______________________ 
 










Sensory concerns: ________ 
_______________________
_ 
Weight: ______kg Height: ______cm BMI: 
 
Observation of ability to perform the following appropriate to age (Circle) 
Squatting: Yes/No/NA Running: Yes/No/NA Jumping: Yes/No/N/A 





Ability to go up/down 
stairs: 
Yes/No/NA 
Observation of functional tasks: 
__________________________ 






















 Left  Right  Left Right 
Hip: Internal ROM   Hip External ROM   
Modified Thomas Test   Hip abduction   
Popliteal angle   Foot thigh angle   
Ankle WBL/NWB Straight   Ankle WBL/NWB Bent   
Foot Posture Index-6   Beighton Score   _______/9   
 
Inter-condylar distance: 
                              
_________cm 
Inter-malleoli distance: 
                              
_________cm 




Other observations of rotation, 





 Left  Right  Left Right 
Patella Reflex (0-4)   Achilles Reflex (0-4)   
Plantar Reflex (Up/down)   Ankle Catch (Yes/No)   
Ankle Clonus (Yes/No)   Gower’s Sign   
Dorsiflexion strength (0-5)   Plantarflexion Strength (0-5)   
Inversion strength (0-5)   Eversion strength (0-5)   
Observation of muscle tone or neurological signs:    
 
Gait* 
 Left  Right  Left Right 
Head and neck position   Trunk/torso   
Arm swing   Hip   
Knee   Heel contact   
Midstance   Toe-off   
Angle of gait   Base of gait   
Other gait comments:      




11 Appendix D:  Information sheet on how to use the GALLOP assessment 
tool 
 
Tips for completion of free text questions instructions for podiatrists and 
physiotherapists: 
 
Ankle range of motion  
The weightbearing lunge (WBL) should be performed if the child is able to put their heel to the 
ground due to age specific normative values and higher reliability than the nonweight bearing 
test (NWB) 
 
Observation of functional tasks: 
Is the child able to perform activities appropriate to their age such as: throwing a ball, catching a 
ball, kicking a ball, animal walks, sport specific activities 
 
Quality of movement: 
Does the child perform tasks symmetrically or with smooth movement?  Is their movement 
clumsy, jerky or asymmetrical? 
 
Other observations of rotation, limb length*: 
Presence of metatarsus adductus graded by severity and flexibility, uneven creases behind the 
knees or buttocks.  
 
Gait Observations* 
Head and neck position: Tilt or lean 
 
Trunk or torso position: Lordosis, kyphosis, tilt or lean 
 
Arm swing: symmetry, guard position, flapping/flailing 
 
Hip: rotation, frontal plane motion, flexion, hip drop or raise 
 
Knee position: patella position, flexion, extension, hyperextension 
 
Heel contact: initial contact, motion, timing, lift or rear foot position 
 
Mid-stance: midfoot position 
 
Toe – off: forefoot position, propulsion, symmetry, duration 
 
Foot progression angle: Appropriate for age, too many toes 
 
Base of gait: Narrow, scissor, wide 
 




* Indicate items without paediatric age-specific normative values or low reliability therefore 





12 Appendix E: Explanation of Assessment Tool Tests 
 
 























































































13 Appendix F: GALLOP Tool Assessment Form Questionnaire 
 
 
GALLOP Tool Assessment Form - Page 1 of 3 Pages
4. Was the section on POSTNATAL HISTORY easy to 
use?





















If you found this section difficult to use please explain why?
1. Are you currently using an Assessment Tool to 
assess developmental milestones in Paediatric 
patients?
2. Were you aware of the GALLOP Assessment 
Tool prior to the training you received?
If yes, please specify the tool that you are currently using
Yes No
Yes No






GALLOP Tool Assessment Form - Page 2 of 3 Pages










9. Was the section on BIOMECHANICAL 
ASSESSMENTS easy to use?




















7. Was the section on OBSERVATION OF ABILITY TO 
PERFORM APPROPRIATE ACTIONS TO AGE easy to 
use?










8. Was the section on PAIN easy to use?















11. Was the section on GAIT easy to use?










GALLOP Tool Assessment Form - Page 3 of 3 Pages
12. Do you think the GALLOP Assessment Tool 
will help SA Podiatrists to diagnose development 
delay?
Yes No
If you answered no please explain why?
13. Do you think that the GALLOP Tool needs to 
be improved for the use of the SA podiatrist?
Yes No
If you answered yes please explain how it could be improved?
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